BICorrspoUnAL dent body in case doctors run the risk of practising " State-controlled medicine." The examples of judiciary and many Government subsidized universities can be cited where interference of the State is not tolerated, and they discharge their function admirably.
Lastly, when all is said and done, I see the inevitability of the situation. It is a question of earning one's livelihood. After all those years in medical schools and then in hospital service, the doctor has to practise his or her trade, and it seems there will soon be a day when one practically pays all one earns to loudly announce once again to the whole world, " It is a sacrifice which I promise unto death. "-I am, etc Council (Supplement, 1966, 1, 187) . The matter was debated at both the 1966 and the 1967 A.R.M.s (Supplement, 1966, 2, 82; 1967, 3, 97) , at two Council meetings in 1968 (Supplement, 1968, 1, 51 , and 2, 1), and at this year's A.R.M. (Supplement, 1969, 3, 72 ).-ED., B.M.J.
Life-tables for Cystic Fibrosis
SIR,-Life-,tab'les for 128 children with cystic fibrosis and for 43 cases of meconium ileus have been constructed for the five years starting in 1964. These are compared with similar tables constructed for the preceding 20 years, and show narrowing of the gap between the life expectancy of those entered at birth and at diagnosis, and a very marked improvement in survival rate. The majority, but not all the children included in this survey, attended the cystic fibrosis dcinic, some being under the care of other physicians in the hospital or elsewhere, and the older ones mostly transferred to the Brompton Hospital for further care.
In the present study, 1964-8, the difference between the survival rates in column 1 and column 2 of Table A is small, suggesting the effect of early diagnosis and treatment. At one year the survival rate is 93% in column 1 and 98%,' in column 2. At 10 years it is 77%,b in column 1 and 85%/ in column 2.
However, at 18 years the survival rate is 26% in column 1 and 30%/ in column 2.
In comparison with the previous study, 1943-64, the differences in the respective years in columns 1 and 2 of Depressive psychosis is a well-recognized complication of reserpine and the butyrophenones, while phenothiazines have usually been considered to be free from this complication. In my experience, however, it is not uncommon for a mild depressive psychosis to develop during the convalescent period in schizophrenics treated with oral phenothiazines, particularly those of high potency. After resolution of the acute schizophrenic symptoms complaints of lethargy, indecisiveness, and impaired concentration develop, together with thought-retardation and an affective change phenomenonologically identical with that found in depressive psychosis.
This complication of oral high-potency phenothiazines is often mild in intensity, and is attributed by many to the schizophrenic process itself. The depressive psychosis is often unrecognized, largely owing to the fixity of the clinician's " diagnostic set," but also to failure to analyse the phenomena of the patient's symptoms. There is some evidence that combined phenothiazine and electric convulsion therapy (E.C.T.) induces a quicker remission from a schizophrenic illness than phenothiazines used alone.' This empirical combination may well operate, in part, by the rapid resolution of the pharmacologically induced depressive psychosis by the E.C.T.
Drs. Alarcon and Carney have rightly drawn attention to the development of severe depressive psychosis with systemically administered high-potency phenothiazines. It is hoped that it will also make clinicians aware of the less severe depressive psychoses which not infrequently complicate highpotency oral phenothiazines used in the treatment of schizophrenia. 
